A 35-year-old man, who had received an operation for bronchiectasis 3 years ago, was referred with exertional chest pain. Both coronary to bronchial artery fistulae were revealed by coronary angiography (Fig. 1) . The fistulous tracts were successfully occluded with trans-catheter embolisation and the ischaemic symptoms disappeared (Fig. 2 Computed tomographic scan showed that the convoluted fistulous tract, originating from left circumflex coronary artery, passed through the subcarinal and left hilar region. These tortuous fistulae divided into multiple branches, which communicated with the left bronchial collateral circulations (B: arrow -the passage of convoluted fistula originating from left coronary artery, arrow head -the origin of right coronary fistulous tract). The patient was discharged on the 2nd postprocedural day without any other complications. Ao, aorta; LA, left atrium; LPA, left pulmonary artery; MPA, main pulmonary artery; RA, right atrium; RPA, right pulmonary artery.
A 35-year-old man, who had received an operation for bronchiectasis 3 years ago, was referred with exertional chest pain. Both coronary to bronchial artery fistulae were revealed by coronary angiography (Fig. 1) . The fistulous tracts were successfully occluded with trans-catheter embolisation and the ischaemic symptoms disappeared (Fig. 2) [ ( F i g . _ 1 ) T D $ F I G ] Fig. 1 . Preprocedural selective coronary angiography demonstrated that two tortuous fistulae, originating from the proximal portion of left circumflex and right coronary artery respectively, drained into the left bronchial artery collaterals (A). The fistulous tracts were successfully occluded with transcatheter microcoil embolisations (B).
